1. Introduction {#s0005}
===============

The terms global left ventricular function and ejection fraction are usually used synonymously. Ejection fraction is measured by assessing changes in the *lumen* of the ventricle. In contrast, myocardial muscle function is evaluated using displacement, velocity or deformation of the *wall* of the ventricle. These quantities may be measured using mitral annular displacement, tissue Doppler velocities, Doppler or speckle tracking derived myocardial strain and strain rate.

A reduction in myocardial systolic strain might be expected to result in a fall in ejection fraction; however this is often not the case in hypertrophic left ventricular diseases and heart failure with a normal ejection fraction (HFNEF) ([Table 1](#t0005){ref-type="table"}) [@bb0005], [@bb0010], [@bb0015], [@bb0020], [@bb0025]. Systolic myocardial abnormalities such as long-axis displacement, systolic velocities of basal myocardial and mitral annular motion and strain rate are often observed in HFNEF [@bb0020], [@bb0025], [@bb0030], [@bb0035], [@bb0040]. Similar abnormalities of myocardial strain occur in patient groups with thick walled ventricles such as hypertension and aortic stenosis ([Table 1](#t0005){ref-type="table"}, [Table 2](#t0015){ref-type="table"}). In addition, abnormalities of global strain occur in hypertrophic cardiomyopathy with the lowest values in the segments with the most hypertrophy [@bb0015]. Furthermore, abnormalities of midwall and longitudinal fractional shortening in the presence of a normal ejection fraction have been described in hypertensive hypertrophic left ventricular disease ([Table 2](#t0015){ref-type="table"}) [@bb0045], [@bb0050], [@bb0055], [@bb0060], [@bb0065], [@bb0070]. Of note, as wall thickness increases in hypertensive left ventricular disease, midwall fractional shortening decreases [@bb0075]. Depressed midwall fractional shortening also occurs in cardiac amyloid despite a preserved ejection fraction [@bb0080].Table 1Left ventricular strain in hypertrophic left ventricular diseases.The table shows either trend or significant reduction in average myocardial strain in various cohorts with an increased left ventricular wall thickness despite a preserved ejection fraction. Note the lower (less negative) longitudinal and circumferential strains and lower (less positive) radial strains despite unchanged ejection fractions. HFREF is shown for comparison.CohortLongitudinal strain (%)Circumferential strain (%)Radial strain (%)EF (%)Ref.ControlPatientControlPatientControlPatientControlPatientcLVH− 22.9− 17.9\*\*− 23.7− 20.4\*\*+ 74.4+ 62.7\*\*7770\*[@bb0005]AS− 20.3− 14.6\*\*− 19.5− 15.2\*\*+ 38.9+ 33.9^ns^6261^ns^[@bb0010]HBP− 20.3− 17.2\*\*− 19.5− 17.0^ns^+ 38.9+ 34.4^ns^6261^ns^[@bb0010]HCM− 20.3− 15.1\*\*− 19.6− 16.8\*\*+ 36.8+ 25.2\*\*6769^ns^[@bb0015]HFNEF− 19.0− 12.0\*− 20.0− 15.0^ns^+ 47.0+ 28.0\*6463^ns^[@bb0020]− 20.0− 14.6\*− 27.1− 22.9\*NANA6159^ns^[@bb0025]− 20.9− 18.9\*NANA+ 49.2+ 41.8\*6261^ns^[@bb0030]− 20.9− 15.9\*\*− 26.4− 20.8^ns^+ 44.5+ 32.9\*\*6861^ns^[@bb0035]HFREF− 19.0− 4.0\*− 20.0− 7.0\*+ 47.0+ 14.0\*6424\*[@bb0020]− 20.9− 9.6\*\*− 26.4− 9.5\*\*+ 44.3+ 18.0\*\*6831\*[@bb0035][^1]Table 2Left ventricular shortening in hypertension.The table shows reduced midwall fractional shortening in hypertensive hypertrophic left ventricular disease despite a normal (or increased) ejection fraction. Note longitudinal shortening is also decreased.CohortLongitudinal fractional shortening (%)Midwall fractional shortening (%)Endocardial fractional shortening (%)EF (%)Ref.ControlPatientControlPatientControlPatientControlPatientHBPNANA21.416.7\*NANA64.264.7^ns^[@bb0045]HBPNANA21.016.0\*3535^ns^6566^ns^[@bb0050]HBPNANA1916\*3735^ns^6764^ns^[@bb0055]HBP2118\*2118\*3742\*6369\*[@bb0060]HBPNANA17.615.6\*38.236.6\*NANA[@bb0075][^2]

How can the presence of widespread myocardial abnormalities and a normal ejection fraction be reconciled? One viewpoint is that myocardial function (strain) and global function (ejection fraction) are distinct entities. For example, some authorities see the muscular pump and haemodynamic compression pump as intrinsically different [@bb0085]. However, the mechanical or physical reasons as to how this might arise are unexplained. Another possibility is that longitudinal strain may be reduced and a compensatory increase in circumferential strain or shortening maintains the ejection fraction. However, observational data ([Table 1](#t0005){ref-type="table"}, [Table 2](#t0015){ref-type="table"}) does not support this viewpoint. The final option is that there is another factor influencing the ejection fraction [@bb0040]. Previously, we have shown that increasing left ventricular wall thickness increases the ejection fraction independently of all other variables [@bb0090].

Studies have shown the importance of left ventricular ejection fraction in predicting prognosis [@bb0095]. For example, following myocardial infarction there is a reciprocal relationship between ejection fraction and mortality [@bb0100], [@bb0105], [@bb0110]. However, increasing left ventricular wall thickness or concentric hypertrophy is also associated with a higher mortality in the presence of a preserved ejection fraction [@bb0115], [@bb0120], [@bb0125], [@bb0130], [@bb0135], [@bb0140]. The greater the left ventricular mass the greater the risk [@bb0120]. An increase in left ventricular wall thickness may be a consequence of either myocyte hypertrophy, such as that occurs in hypertension and hypertrophic cardiomyopathy or 'pseudohypertrophy' as in infiltrative disorders such as cardiac amyloidosis.

These findings indicate that myocardial wall thickness and ejection fraction are independent risk factors for mortality [@bb0145]. This observation may explain why heart failure with a reduced ejection fraction has the same mortality as HFNEF when presenting symptoms are similar [@bb0150], [@bb0155]. These data would also explain why measures of myocardial mechanics such as global longitudinal and circumferential strain are better markers of mortality and morbidity than ejection fraction [@bb0160], [@bb0165], [@bb0170].

A combination of longitudinal and circumferential shortening of 20% results in a radial wall thickening of approximately 56% [@bb0175]. This wall thickening results in an inward displacement of the endocardium (absolute wall thickening) and, when combined with movement of the mitral annulus (and a minor outer contour change), causes a reduction in left ventricular cavity volume generating the stroke volume ([Fig. 1](#f0005){ref-type="fig"}). Previous modelling has shown that ejection fraction in normal and thick walled ventricles, is predominantly determined by *absolute* wall thickening (change in wall thickness) rather than *relative* wall thickening (radial strain) [@bb0180]. Furthermore, *absolute* wall thickening is determined by both end-diastolic wall thickness and radial strain [@bb0180]. The contribution of midwall circumferential shortening has a greater impact on stroke volume and ejection fraction (67%) than longitudinal shortening (33%); importantly these values do not change with increasing concentric hypertrophy [@bb0185].Fig. 1Left ventricular contraction.The figure represents diastole (external dashed lines) and systole (shaded figure). Stroke volume is determined from the difference in *internal* end-diastolic and end-systolic volumes. It is also determined by the change in total *external* volume assuming the myocardium is incompressible. Therefore, the stroke volume is the sum of the volume of atrioventricular displacement (red arrows) and is disc shaped. In addition, there is a smaller contribution from external epicardial displacement (blue arrow heads) and is approximately cylindrically shaped. Note that midwall fractional shortening is less than endocardial fractional shortening (green arrows) as shown in [Table 2](#t0015){ref-type="table"}.Adapted from MacIver [@bb0185].

Normal tissue perfusion is viewed as a fundamental physiological requirement with potent feedback mechanisms designed to maintain the net stroke volume [@bb0190], [@bb0195], [@bb0200]. In heart failure syndromes due to myocardial diseases, a reduced myocardial strain is compensated for by concentric or eccentric remodelling which preserves the normal stroke volume [@bb0195], [@bb0200]. Contrary to a commonly held view, most patients with heart failure have a normal resting stroke volume [@bb0040], although an inadequate increase in stroke volume with exertion is commonly observed [@bb0195], [@bb0200]. Only a minority of individuals, usually with severely reduced ejection fractions and hypotension, have a low stroke volume at rest [@bb0205]. This cohort may be related to insufficient time for the compensatory mechanism to fully occur or because of functional limits to these processes.

Biomechanical theoretical studies are used to gain a greater comprehension of physical processes of complex biological systems. Abstract modelling may improve understanding of myocardial mechanics and the relationship between measures of myocardial strain and ejection fraction. Such modelling complements existing investigational *in vitro*, experimental and observational methods and often has a number of distinct advantages. For example it enables the exclusion of confounding factors *e.g.*, body size, valvular disease, inotropic effects, heart rate, rhythm, filling pressures, blood pressure, ventricular--arterial interaction, reflected waves and peripheral vascular resistance. More importantly, modelling is particularly helpful in studying complex systems where multiple, and often linked, processes are taking place as well as studying the specific effects of certain physiological changes or variables. Specifically, it is not possible to examine the independent or isolated effects of differing strain and wall thickness in either clinical or biological experimental studies.

This study sets out to determine if there is a biophysical relationship between left ventricular wall strain, ejection fraction and wall thickness. To test this hypothesis, we implemented an abstract model of the left ventricle to elucidate the functional connection between left ventricular ejection fraction and myocardial muscle mechanics. Based on simulation data, we derive an equation to describe this relationship. Such an equation allows a deeper understanding of the processes involved in generating the ejection fraction beyond simply a ratio of stroke volume to end-diastolic volume.

2. Methods {#s0010}
==========

A simple computer model of left ventricular contraction was used thus avoiding the complexity and computational costs of finite element modelling and numerical analysis techniques [@bb0210]. The endocardium of the left ventricle is represented by the cylindrical-hemispheroidal shape [@bb0215]. This shape was chosen as it matches internal and muscle volumes at least as closely as other methods such as the simpler ellipsoidal model [@bb0215], [@bb0220], [@bb0225]. The modelling assumed that the midwall and epicardium have the same shape in order to more accurately assess muscle volume and mass [@bb0225]. The middle layer of the left ventricle is the site of the circumferential fibres with longitudinal fibres present in the sub-endocardial (inner shell) and sub-epicardial (outer shell) layers. Left ventricular end-diastolic length from annulus to the middle of the wall of the apex was presumed to be 9 cm and equivalent to a normal size adult [@bb0230], [@bb0235]. The apical thickness was assumed to be 50% of the wall thickness of the body of the left ventricle (at the level of the mitral valve tips). The inner, outer and midwall volumes were calculated from the formula *V* = 5 × *A* × *L* / 6, where *V* = volume, *A* = area perpendicular to the long-axis at the level of the mitral valve and *L* = length of long-axis. Short axis area (*A*) was calculated from width where, *A* = πR^2^ and R is radius ([Fig. 1](#f0005){ref-type="fig"}). Total midwall volume (intra-ventricular volume plus inner shell volume) was obtained from the short axis area (middle ring in [Fig. 1](#f0005){ref-type="fig"}) and length in diastole. Volumes of outer and inner shells were then calculated and the diastolic external and internal ventricular volumes were obtained, followed by the total left ventricular myocardial volume derived from the difference. The variables for midwall short-axis width and longitudinal length were reduced to simulate circumferential and longitudinal shortening respectively and the new midwall volume derived. The myocardium was assumed to be a non-compressible isotropic elastomer [@bb0240]. The internal end-systolic volume was calculated by subtracting the total muscle volume from the external end-systolic volume. The midwall circumferential and longitudinal strains were kept the same to mimic observational data as closely as possible ([Table 1](#t0005){ref-type="table"}) [@bb0195]. Wall thickness was adjusted from 0.6 cm to 2.8 cm and systolic longitudinal and midwall circumferential per cent shortening (normal engineering strain) was altered from − 20% (normal) to − 4% (severely reduced). The different values for wall thickness and strain were incorporated into the model as input variables and the resulting change in volumes used to calculate the resulting ejection fraction *etc*. For simplicity, we assumed a homogeneous distribution of wall thickness and myocardial strain.

The modelling assumed an average adult with a normal body mass, body/organ proportions including adiposity and the same tissue flow requirements [@bb0200]. Stroke volume remained constant to simulate a fully compensatory state [@bb0190] and mimic published data on adaptive remodelling for ejection fractions above 20% [@bb0205]. Ejection fraction was calculated by dividing the stroke volume by the end-diastolic volume. The volume of the papillary muscles, muscle bands, trabeculae and non-compacted myocardium were ignored as their anatomic 'dead space' does not change during the cardiac cycle and therefore would have no impact on stroke volume. All other factors including external end-diastolic long-axis length were kept constant because of its poor correlation with end-diastolic volume [@bb0205]. It was assumed that heart rate and rhythm, body habitus, valvular regurgitation, blood pressure, systemic vascular resistance and all other known physiological variables *etc.* were identical.

3. Results {#s0015}
==========

[Fig. 2](#f0010){ref-type="fig"} shows the curvilinear relationship between ejection fraction and end-diastolic wall thickness at various values of myocardial strain. As end-diastolic wall thickness increases, the ejection fraction increases exponentially. Analytic methods were considered too complex and therefore standard curve fitting methods were employed. A number of different curves fitting methods were used including exponential and second order polynomial equations, however log transforming provided the best fit and resulted in the simplest mathematical relationship. Ejection fraction (%) was log transformed and analysed in the form Ln(φ) = αω + β (or φ = e^αω + β^), where φ = ejection fraction (%), and ω = mean mid end-diastolic wall thickness (cm) ([Fig. 3](#f0015){ref-type="fig"}). The values α and β were then derived from the strain curves in [Fig. 4](#f0020){ref-type="fig"} such that α = 0.14Ln(ε) + 0.058 and β = 0.90Ln(ε) + 1.2, where ε is strain (−%).Fig. 2Effect of myocardial shortening (peak systolic strain) and left ventricular end-diastolic wall thickness on ejection fraction.The ejection fraction increases as end-diastolic wall thickness increases. Decreasing (less negative) myocardial strain leads to a fall in ejection fraction.Fig. 3The figure is showing log transformed data for ejection fraction *vs.* end-diastolic wall thickness.Using log transformed data shows a linear relationship between ejection fraction and mean midwall thicknesses for various values of myocardial strain.Fig. 4Values for α and β derived from strain.The α and β strain values are calculated from the curves as shown. Where ε = strain (−%), *ω* = mean mid end-diastolic wall thickness (cm).

The relationship between the ejection fraction (φ, %), wall thickness (ω, cm) and myocardial strain (ε, −%) may be described to 2 significant figures as:$$\varphi = e^{\alpha\omega + \beta},\ {therefore}$$$$\varphi = e^{{({0.14\operatorname{Ln}\varepsilon + 0.058})}\omega + 0.9\operatorname{Ln}\varepsilon + 1.2}\text{.}$$

Rearranging for strain (ε, −%) gives:$$\varepsilon = e^{\frac{\operatorname{Ln}\varphi - 1.2 - 0.058\omega}{0.14\operatorname{Ln}\omega + 0.9}}\text{.}$$

And for mean wall thickness (ω, cm)$$\omega = \frac{\operatorname{Ln}\varphi - 1.2 - 0.9\operatorname{Ln}\varepsilon}{0.14\operatorname{Ln}\varepsilon - 0.058}\text{.}$$

The ejection fraction calculated from different myocardial strains and end-diastolic wall thicknesses using Eq. [(2)](#fo0010){ref-type="disp-formula"} are shown in [Table 3](#t0025){ref-type="table"}.Table 3Table showing interrelationship between left ventricular ejection fraction (%), wall strain (−%) and mid end-diastolic wall thickness (cm).Increasing (more negative) systolic myocardial strain and increasing wall thickness both result in increasing ejection fraction. Values of ejection fraction above 90% are deemed not possible because of geometric constraints of the left ventricle. Values calculated from Eq. [(1)](#fo0005){ref-type="disp-formula"} using 3 significant figures.Strain (−%)Wall thickness (cm)0.60.81.01.21.41.61.82.02.22.42.62.83.0413.314.014.715.516.317.218.119.120.121.122.323.424.7619.821.122.524.025.527.229.030.932.935.137.439.842.4826.328.330.432.735.137.740.543.546.750.253.957.962.21032.835.538.441.544.948.552.556.776.666.371.777.583.81239.342.746.550.554.959.664.870.576.683.21445.850.054.659.665.171.077.584.61652.257.362.868.875.482.61858.764.571.078.085.82065.171.879.287.42271.679.187.5

4. Discussion {#s0020}
=============

This study describes the mathematical relationship between left ventricular ejection fraction, wall thickness and myocardial wall strain using an exponential function. The results provide a deeper understanding compared to simply a ratio of stroke volume to end-diastolic volume by linking the important myocardial variables of strain and wall thickness. In doing so, it also unifies the seeming inconsistency associated with the concept of global *versus* myocardial measures of myocardial function.

We have shown that ejection fraction is determined by both myocardial strain and end-diastolic wall thickness. As end-diastolic wall thicknesses increases there is an exponential effect on ejection fraction. As the walls become thinner then strain alone is increasingly important and wall stresses rise dramatically [@bb0245]. As ejection fraction falls the end-diastolic volume increases in a reciprocal manner resulting in a normalisation of stroke volume [@bb0190]. A greater end-diastolic volume may be viewed as a compensatory mechanism that normalises stroke volume and returns tissue perfusion towards normal [@bb0195].

The role of diastolic function in heart failure is beyond the scope of this paper but has been discussed elsewhere [@bb0040], [@bb0195], [@bb0200]. A reduction in strain may be caused either by a failure of contraction (systolic strain) or restriction in relaxation limiting complete sarcomere expansion (diastolic strain). The latter explanation is less likely as many patients with hypertension and HFNEF usually have a relatively normal or increased end-diastolic volume and normal stroke volume [@bb0250], [@bb0255].

5. Clinical implications {#s0025}
========================

This study explains the apparent paradox of seemingly normal global 'function', *i.e.*, preserved ejection fraction, and widespread abnormalities of myocardial strain. A preserved ejection fraction can occur in the presence of a thick walled ventricle even though global myocardial strain is reduced ([Table 3](#t0025){ref-type="table"}). The presence of abnormal resting strain or an inadequate increase in strain with effort may contribute to symptoms such as breathlessness despite a normal ejection fraction [@bb0195], [@bb0200], [@bb0260]. If these equations are validated in clinical trials, they may be used to estimate ejection fraction from strain and wall thickness or allow the estimation of average strain values from ejection fraction and wall thickness. The conclusions of this study are of significant clinical relevance. For example, these findings may improve the reliability of assessing likely mortality and morbidity from ejection fraction by allowing for ventricular wall thickness [@bb0180]. It may also prevent clinicians from over-relying on ejection fraction alone when determining systolic function. We suggest that the ejection fraction should be 'corrected' to allow for any increase in wall thickness [@bb0180]. These equations cited here would enable the automation of the calculation of such a corrected ejection fraction (EFc) if strain is known and wall thickness normalised (using Eq. [(2)](#fo0010){ref-type="disp-formula"}) [@bb0180]. Alternatively, global strain may be calculated from the ejection fraction and wall thickness by using Eq. [(3)](#fo0015){ref-type="disp-formula"} negating the need for measuring strain where imaging is suboptimal.

6. Limitations and future studies {#s0030}
=================================

The study was based on abstract modelling with an idealised left ventricular shape in order to mimic findings in clinical practice [@bb0180]. The model assumes an average human adult body size and constant resting tissue requirements and therefore cannot be extrapolated to extremes of body size, children or non-human animals. Variables such as heart rate and presence of valvular regurgitation were not modelled in this study but have been elsewhere [@bb0195], [@bb0265]. The study only assessed myocardial shortening rather than other measures of systolic function such as velocities of contraction. Arguably better measures of contractility, such as force of contraction, systolic wall stress or velocity of contraction with no load, were not assessed; however, this is also a limitation of *in vivo* studies. Rotational motion and twist of the left ventricle has not been specifically considered. Changes in torsion correlate closely with longitudinal strain [@bb0270] and stress-corrected strain and torsion are similarly related to ejection fraction [@bb0035]. Modelling torsion and twist was deemed unnecessary as this would not impact on the volume determinations or other outcomes. The presence of dyssynchrony was not modelled; it was assumed that strain was the total shortening between the maximum and minimum end-diastolic volumes. Therefore, this would not reflect regional peak systolic strain in the presence of mechanical dyssynchrony.

Ejection fraction was calculated from the ventricular internal volume, which included the volume of the papillary muscles, trabeculae and muscle bands, as this is the commonest method used in clinical practice. Alternatively, blood pool volumes (as calculated using nuclear techniques and some modern CT scanners) may have been used instead to give slightly higher ejection fractions [@bb0275], [@bb0280]. With further developments in the abstract modelling it may also be possible to determine similar equations for children and adults at extremes of body size.

This study only models for a single value of wall thickness *i.e.*, the mean wall thickness at the mid-section of the body ventricle (equator). This is similar to the thickness measured at the level of the tips of the mitral valve on M-mode echocardiography. Future biomechanical studies could model heterogeneity in wall thickness and myocardial strains at different segments of the wall and will require finite element analysis and numerical methods [@bb9000], [@bb8000], [@bb7000]. These more advanced modelling techniques could also be applied to the wall thinning that occurs in ischaemic heart disease with, for example, a subendocardial infarction resulting in a thinned but healthy rim of sub-epicardial muscle. Similar issues would arise with marked wall variation as may occur in hypertrophic cardiomyopathy.

As this study is a theoretical exploration of myocardial mechanics it does not include a clinical cohort. However, it does lay the scientific foundation for better and more precise clinical investigations. Nevertheless, the results do match closely those of previously published studies in terms of the relationship between ejection fraction, end-diastolic volume and myocardial shortening [@bb0180]. Future clinical studies with accurate measurements of mean midwall thickness, myocardial strain and ejection fraction in a variety of body sizes will be required to confirm the reliability and reproducibility of the equations. We expect these to require 3D assessment as M-mode echocardiography is unlikely to have the accuracy required.

7. Summary {#s0035}
==========

This is the first study that describes the biophysical relationship between ejection fraction, end-diastolic wall thickness and myocardial strain using a relatively simple equation. It would not be possible to determine such a relationship using clinical observational data. The equation quoted also substantially improves our understanding of left ventricular myocardial mechanics. The ejection fraction, derived only from changes to the ventricular lumen, does not necessarily reflect myocardial muscle or sarcomeric shortening. This study explains the discrepancy in observational data shown in [Table 1](#t0005){ref-type="table"}, [Table 2](#t0015){ref-type="table"} as well as the mortality described in relation to ejection fraction, concentric hypertrophy and myocardial strain. The results may improve our ability to provide a more accurate prognosis and better assessment of actual systolic function. The biophysical relationship outlined creates a solid theoretical foundation that could be used to improve both the design and interpretation of future clinical studies in both myocardial mechanics and prognosis assessment.

It is important to note that measures of regional or segmental function such as myocardial strain may actually reflect 'global' systolic function better than the ejection fraction. Since ejection fraction may not accurately reflect true global systolic function, we suggest use of such a term is misleading. In order to avoid confusion and misinterpretation, we propose the phrase 'global systolic function' should be avoided.
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[^1]: cLVH, concentric left ventricular hypertrophy. AS, aortic stenosis. HBP, high blood pressure. HCM, hypertrophic cardiomyopathy. HFNEF, heart failure with a preserved ejection fraction. HFREF, heart failure with reduced ejection fraction. EF, ejection fraction. \*significant, ns, non-significant. NA, data not available.

[^2]: HBP, high blood pressure. EF, ejection fraction. NA, data not available. \*significant, ns, non-significant.
